In England and Wales hospital admissions for childhood asthma almost trebled over the period 1975-81. This may have reflected a true increase in the incidence of acute asthma, a swing from primary to hospital care, or both. The trend was not due to a change in diagnostic fashion. Monthly admissions showed a pronounced seasonal variation with fewest admissions in winter, rising in spring and early summer to peak in the autumn. A deep admission trough was present in August. The monthly admission profile was very similar throughout England and Wales, suggesting that major "trigger" factors were responsible.
Introduction
Seasonal variation in asthma has been recognised since 400 BC, when Hippocrates noted that it was more common and apt to be worse in the autumn.' Studies in Australia,' the United States,9 and Europe' have documented a similar trend but there is little published work from Britain. In a recent study7 we reported the presence of an autumn peak in admissions for childhood asthma in Brighton and the South East Thames region, as well as noting a steadily increasing admission rate in Brighton from 1971 to 1980. The increasing admission rate was in keeping with that in other studies.8 ' The aim of this study was to document and validate statistically the seasonal variation and recent time trends in admissions for childhood asthma in England For each age group the monthly admissions from each region were added together and estimates ofthe numbers of admissions per million for England and Wales (after adjusting for the two missing regions) obtained using mid-year estimates of population. This procedure was followed separately for the three disease codings.
The object of the analysis was to identify and describe the seasonal pattern in the three series. The statistical method used was to isolate the seasonal component by first removing the underlying trend, as described by Kendall.'0 The importance of accounting for the trend in estimating seasonality is well recognised in statistical publications." The trend was estimated by means of a centred 12 point moving average and the trend values divided into the series. The resulting values were averaged for each month over the whole time period of the series and expressed as percentages. These 12 percentages were taken as representing the seasonal profile of each series.
Results TIME TRENDS Figure 1 shows the monthly asthma admission rate and trend for both age groups during the study period. A steadily increasing trend was observed. Figure 2 shows the admission trends in both age groups for the three disease codings asthma (ICD 493), acute bronchitis (ICD 466), and bronchitis unqualified (ICD 490 below the trend) and increased in March to peak in September (when they were roughly 40% above the trend). A small trough was observed in April and a deeper one in August; the latter was more pronounced in the younger age group. Figure 4 shows the monthly variations in acute bronchitis and bronchitis unqualified expressed as a percentage of the trend. Admissions for acute bronchitis were more common in February and March with a trough in August. The profile for bronchitis unqualified was less clear, but in both age groups there was an increase in winter and autumn with a deep trough in August. system already covered 95% of admissions, and by 1980 this had risen to 98%. This small increase is unlikely to have influenced the trend in childhood asthma. Secondly, most asthma synonyms, including wheezy bronchitis, recurrent wheezing, and bronchitis asthmatiformis, would have been coded as bronchitis unqualified (ICD 490). We found no evidence that a reduction in the use of this coding accounted for the large increase in admissions coded as asthma (ICD 493). Similarly, acute bronchitis (ICD 466), which includes acute bronchiolitis, did not decrease over the study period. These results suggest that a change in diagnostic fashion was not contributory. The two troughs in admissions in April and August were unexpected findings, and the contribution of artefact cannot be totally excluded. The troughs occurred during "holiday" months, but children who require admission while on holiday in England and Wales will still be recorded in the Hospital Activity Analysis listings. Only a small proportion of the population take holidays abroad. There may be reticence to seek medical advice while on holiday, but a genuine decrease in the incidence of acute asthma cannot be excluded. This may reflect decreased stress during the school holidays, though the phenomenon was present and more pronounced in the preschool age group. Paradoxically deaths from asthma in the 5-14 year age group peak in August. 22 The steady increase in hospital admissions for childhood asthma in England and Wales needs further investigation to assess whether it reflects an increase in acute asthma or a swing from primary to hospital care. The clear seasonal variation is consistent throughout England and Wales, suggesting that similar environmental trigger factors are responsible for provoking attacks. Detailed studies of these factors are needed to clarify which are relevant. Assuming that the seasonal variation reflects the incidence of acute asthma, this should be considered when planning therapeutic trials. Leclerc's first successes were impressive, especially when Toussaint was taken prisoner and transported to France, where he died. But the French army could not live off the ravaged land and soon a severe epidemic of yellow fever broke out among the soldiery. Leclerc's pathetic letters to Napoleon were left without answers and no reinforcements came. Leclerc died of yellow fever in November 1802 and his successor surrendered the starved, ragged, fever stricken remnants of the army to the British in Jamaica. Of the 34 000 French troops, 24 000 died, 8000 were ill in hospitals, and only 2000 were still able to carry arms.
Napoleon decided to wash his hands not only of the San Domingo disaster but also of his plan to maintain French possessions in that part of the Americas. He was then preparing for new wars in Europe, an intended invasion of Britain required massive funds, and it seemed that the best solution was to sell French Louisiana to the Americans. President Jefferson was surprised at the small price of $15 million that Napoleon demanded for 1-2 million square miles of a fertile, and well watered land, but in 1803 the deal was concluded. At just over $10 per square mile it must have been the world's greatest bargain in real estate.-L BRUCE-CHWATT, retired university professor, London.
